Methods
This is a retrospective cohort study of repaired TOF patients from 01/2004 to 09/2012. All children and young adults with at least two CMR's prior to PVR were included in the study. The ROP of RV dilation prior to PVR was calculated as the difference between the first and last CMRderived RV indexed end-diastolic volumes (iEDV) divided by the difference in time between the two studies. Subjects were divided into two groups based on the ROP of RV dilation: Group I -subjects with the most rapid ROP (defined as the top quartile of ROP) and Group II -all other subjects (the lower three quartiles of ROP). The differences in characteristic between groups were analyzed.
Results
A total of 63 subjects with repaired TOF were included in the study, including 30% with a history of pulmonary atresia and 19% with absent pulmonary valve. TOF repair included a transannular patch in 55%, no patch in 16%, and a conduit in 29%. The mean age was 17.9 ± 9.6 years, and mean duration between CMR's was 3.4 ± 2.0 years. Median ROP for RV iEDV was 2.2 (range -14.4 to 35.8) ml/m2/year.
On logistic regression analysis, RV iESV was the only independent predictor of significant ROP of RV dilation. ROC analysis showed an area under the curve of 0.75 (p<0.01). A RV iESV of 54 ml/m2 had 88% sensitivity and 53% specificity in predicting significant ROP, while a cutoff of 67 ml/m2 had 69% sensitivity and 75% specificity.
Conclusions
There was no significant change in RV iEDV in a majority of repaired TOF subjects. RV iESV was the best predictor of more rapid RV dilation (greater ROP of RV iEDV). Additional studies are needed to better evaluate factors associated with more rapid ROP in repaired TOF.
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